all-cause mortality, 1271 CVD mortality, 1159 stroke, and 347 myocardial infarctions (MI)occurred.Patientswithstage1hypertensionversusnormalBPhadHRs(95%CI) of 1.068 (0.904-1.261) for all-cause mortality, 1.304 (1.015-1.675) for CVD mortality, 1.449 (1.107-1.899) for stroke, and 1.735 (1.051-2.863) for MI, respectively. In conclusion,amongadultsaged≥60years,stage1hypertensionrevealedanincreasedhazard of CVD mortality, stroke, and MI, which is complementary evidence for the application of 2017 ACC/AHA hypertension guidelines in an older Chinese population. Therefore, BPcontrolinpatientswithstage1hypertensionmaybebeneficialtoreducethehazard of CVD in elderly Chinese individuals.
Wang et al 2 showed that the implementation of the new stage 1 cutoff increased the prevalence of hypertension from 23.2% to 46.4%, and according to the 2010 census, the elderly populations (aged≥60years)accountfor13.19%ofthetotalpopulationinChina. 3 These data indicated that more attention should be paid to the blood pressure (BP) status of the elderly populations. However, few studies have been able to show the association between stage 1 hypertension and CVD risk among older adults. Qi Y et al 4 The aim of the present study was to validate the association between stage 1 hypertension and adverse events and to explain the ap-plicabilityofthenewguidelineinthoseaged≥60yearsofruralChina based on a large representative sample.
| ME THODS

| Study population
This is a prospective cohort study performed in rural areas of Fuxin county, Liaoning province. 6, 7 Briefly, we adopted a multistage, randomly stratified, cluster-sampling scheme that in- 
| Blood pressure measurement and classification
Blood pressure measurements were performed using a standard electronic automated sphygmomanometer (HEM-741C; Omron) by trained and professional staff according to the American Heart Association protocol. 8 Participants were advised to avoid alcohol consumption, cigarette smoking, drinking coffee/tea, and exercise for at least 30 minutes and to rest at least 5 minutes prior to BP measurement. For each subject, three readings of measured BP were recorded, and the average of the BP readings was then calculated for final analysis.
According to the 2017 ACC/AHA guideline, subjects were categorized into 4 groups: normal BP (SBP <120 mm Hg and DBP <80 mm Hg); elevated BP (SBP 120-129 mm Hg and DBP <80 mm Hg); stage 1 hypertension (SBP 130-139 mm Hg or DBP 80-89mmHg);andstage2hypertension(SBP≥140mmHgorDBP ≥90mmHg,ortakinganti-hypertensivemedications). 6 Current drinking was defined as men and women were drinking beer, wine, or liquor ≥2 cups/dayand≥1cup/day,respectively. 9 Based on the engaging in occupational and leisure time, the physical activity was defined in three levels as low, moderate, and high. 7 Family history of hypertension was defined as one of the parents of the participant with hypertension. The histories of stroke, CHD, diabetes, or hyperlipemia were self-reported and collected by the participants if they have been diagnosed by a physician. The information on adverse events, and concurrent medication use were collected at each follow-up.
| Data collection and measurements
| Study outcomes
The present study outcomes were adverse events, including all-cause mortality, CVD mortality, stroke incidence, and MI in- All materials were independently reviewed by the end-point assessment committee, whose members were blinded to the study participants' baseline risk factor information.
| Statistical analysis
Continuous variables were presented as the means and standard deviations (SD), and categorical variables were expressed as percentages. The incidence rate was denoted by case load/1000 personyears.Chi-squaretestwasusedtotesttheratedifferenceamongthe fourBPlevels.TheANOVAorchi-squaretestwasperformedtoobserve whether there was a statistical difference between the groups.
If so, the post hoc analysis further be used pairwise comparison.
TheHRsand95%CIswereestimatedforall-causemortality,CVD mortality, stroke, and MI by BP categories using Cox proportional hazards models, with the group of normal BP as the reference. We established 3 models: model 1 was unadjusted; model 2 was adjusted for sex, age, ethnicity, and education levels; and model 3 was adjusted for baseline BMI, current smoking, current drinking, anti-hypertensive treatment, physical activity, history of diabetes and hyperlipidemia, and family history of hypertension on the basis of model 2. The pro-portionalhazardassumptionoftheCoxmodelswasconfirmedusing Schoenfeld residuals. In addition, sensitivity analyses were performed after excluding participants who were taking anti-hypertensive medications. The difference in β coefficients between MI and stroke derived from the Z value was examined using the Fisher Z test. 10 All analyses were performed using IBM SPSS statistical software version 22.0. A 2-sided P-value <.05 was accepted as statistically significant.
| RE SULTS
Our results included 7503 adults aged ≥60 years, approximately one half (49.4%) were women, and the mean age was 68.77 ± 6.91 years. Table 1 showed that stage 1 hypertension was strongly associated with an increasedhazardofMIthanstroke(β = .551 vs β = 0.371, P < .001).
However, the statistical association between stage 1 hypertension and all-cause mortality was not significant in the unadjusted and multivariable-adjusted model. Moreover, stage 2 hypertension revealedagreaterhazardofalladverseevents;however,therewasno significant association between elevated BP classification and an increasedhazardofalladverseeventsintheunadjustedandmultivariable-adjusted model. Similar results were found following excluding participants with anti-hypertensive treatments (n = 6601) ( Table 3 ).
In addition, we have conducted two subgroup analyses between different age groups (Table S2 ) and different physical activity groups (Table S3 ). In terms of the overall trend, the results of the subgroup analyses were similar to the whole population. In addition, the present finding indicated that stage 1 hypertension showed a greater impact on MI than stroke. This finding is in agreement with the previous results, which may be related to serum lipids. Previous studies have shown that serum cholesterol is posi-tivelyassociatedwiththehazardofMI,andthestrengthofthisassociation is stronger than that observed for stroke (ischemic stroke). 14, 15 It has been reported that serum cholesterol is inversely correlated withthehazardofhemorrhagicstroke. 16 However, the incidence of stroke is still higher than MI (17.0 /1000 person-years vs 5.6/1000 person-years). Great attention should be paid to strengthen the management of stage 1 hypertension in rural Chinese to reduce the incidence and the burden of stroke and MI on treatment, medical expenditures, and the national economy.
| D ISCUSS I ON
The dramatic changes in the new defined stage 1 hypertension may have an impact on the management of global hypertension, its 
| CON CLUS ION
The following conclusion can be drawn from the present study. Stage 1 hypertension based on 2017 ACC/AHA guideline was indepen-dentlyassociatedwiththeincreasedhazardofCVDmortality,stroke, 
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